J R Soc Moo 1996;89: 63&-i340 Fibromatosis usually occurs in the abdominal wall and the superficial musculo-aponeurotic tissues of the limbs. Fibromatosis can occur in other sites including the breast, where it is usually the result of extension of a lesion arising from the pectoral fascia or the shoulder girdle. Primary fibromatosis of the breast has been describedl"! and is defined as a locally invasive, non-encapsulated and welldifferentiated fibroblastic growth which arises within the mammary gland 4 . It has no metastatic potential, but can recur locally after resection. Microscopically, it is characterized by interlacing, proliferating fibroblasts, varying amounts of collagenization, areas of myxomatous degeneration and finger-like extensions into the surrounding fat. A mild degree of pleomorphism may be present, but mitotic figures are usually absent. Pathologically fibromatosis must be differentiated from fibrous histiocytoma, fibrosarcoma, cystosarcoma phylloides, spindle-cell (metaplastic) carcinoma and benign processes such as radial scars, nodular fasciitis and post-irradiation fibrosis.
We report here three cases of mammary fibromatosis with presentations mimicking carcinoma. All three patients were treated by complete local excision and the follow-up ranges from 1 to 15 years.
CASE HISTORY

Case 1
An 18-year-old West Indian woman presented with a 2 month history of a lump in the left breast which did not change with the menstrual cycle. She had no associated symptoms and no family history of breast cancer. Examination revealed a small non-tender hard lump in the left breast. In view of the clinical findings, malignancy could not be excluded and excision biopsy was recommended. At operation a firm pale-grey nodule measuring 0.5 em in maximum diameter was completely excised. Histological examination revealed fibromatosis of the breast. Follow-up examination I year later did not show any recurrence.
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Case 2
A Caucasian woman aged 25 was referred to the breast clinic complaining of a painless lump in the right breast. This appeared 2-3 months prior to the patient's referral and during this period it increased slightly in size. She was on the oral contraceptive pill, had no family history of breast cancer and had undergone excision biopsy of an area of fibroadenosis from the right breast 18 months previously. Examination revealed a hard area deep to the scar in the right breast, but no deformity or dimpling ". Excision was recommended and at operation an ill-defined lump measuring 3 em in maximum diameter was completely excised. Microscopical examination showed an area of fibromatosis adjacent to areas of fibroadenosis, There was no clinical evidence of recurrence a year later.
Case 3
In 1980 a 50-year-old West Indian woman was referred to the outpatient clinic with a short history of a lump in the right breast. She had no associated symptoms and no family history of breast cancer. In 1975 she had undergone excision biopsy of an area of fibrocystic disease from the upper inner quadrant of the right breast and in 1977 a cyst was excised from the left breast. Examination revealed an area of thickened breast tissue deep to the scar in the right breast and no significant abnormalities in the left breast. Excision of this area was advised and performed soon afterwards. An illdefined lump was completely excised and histological examination revealed fibroadenosis. Six years later this patient complained of a new lump adjacent to the old biopsy site and mammography confirmed the presence of a benign looking lesion. Excision biopsy was performed and histology showed fibromatosis. In 1989 she had another recurrence and mammography showed a suspicious stellate lesion ( Figure 1 ). Surgical excision was performed, after wire localization, which revealed fibromatosis of the breast but no evidence of malignancy. A year later a mass was again found at the same site and was associated with skin dimpling. Mammography revealed a stellate lesion surrounded by an area of increased density probably representing scarring. As these findings were highly suspicious of malignancy, the stellate lesion was completely excised after stereotactic wirelocalization. Histological examination revealed recurrent fibromatosis. A year later, repeat mammography revealed In view of the previous histology and the result of a stereotactic fine needle aspirate which did not show any malignant cells, a non-operative approach with close mammographic follow-up has been adopted to avoid repeated operations under general anaesthetic.
DISCUSSION
Primary mammary fibromatosis is a rare condition which accounts for less than 0.2% of all breast neoplasms''. Our three cases and those presented in other series demonstrate that all age groups (age range 14-80 years) can be afFected 2 -4. No case of breast fibromatosis occurring in a male patient has been reported. It is interesting that two of our three patients are of West Indian origin, but this is probably due to chance as 95% of cases reported by Wargotz et al. were white/. A history of previous surgery or trauma to the same breast is common, but some cases, as in our first patient, arise de novo. The aetiology of this disease is still unknown although there have been two reports of mammary fibromatosis occurring in patients with Gardner's syndrome 6 ,7 and one case in a patient with familial multicentric fibromatosis'', Clinical presentation usually takes the form of a hard painless lump which in some cases is associated with skin dimpling or tethering and occasionally with retraction of the nipple", As with our third case (Figure 1) , mammography usually reveals a stellate lesion consistent with a carcinoma'v!". Fine needle aspiration cytology is usually non-diagnostic and a false positive report of malignancy is not uncommonlfrl '.
Treatment should consist of an initial excision biopsy followed by a wider excision, if residual disease is suspected because of positive margins detected on paraffin sections. Frozen sections are unreliable in making the correct diagnosis and in assessing the margins and should be avoided. In only three of nine cases reported by Gump et al. was the diagnosis of fibromatosis made correctly on frozen section and an incorrect diagnosis was made in two patients (cystosarcoma phylloides in one patient and scirrhous carcinoma in the other)". Moreover, in another series, three women underwent simple mastectomy because of a frozen section diagnosis of cystosarcoma phylloides or sarcoma/.
Local recurrence is common and several cases of a single recurrence have been reported-v. In almost all these cases the margins were positive and in over 60% of them fibromatosis recurred within 1 year from the initial surgery. In one case the disease recurred five times over a period of 3 years 2 and our third patient has had three recurrences in 11 years.
Size, atypia, cellularity and number of mitoses cannot predict the likelihood of recurrence/, As no other treatment for fibromatosis is currently available, recurrences are treated with wider excision, thus avoiding mastectomy for a non-malignant disease. Non-operative treatment of recurrences with regular follow-up has not been reported before, but spontaneous regression of extra-abdominal fibromatosis has been describedt-!", Our third patient has been followed up for nearly 4 years since the last recurrence was diagnosed and clinically and mammographically the lesion has remained static.
This report describes three cases of primary mammary fibromatosis with presentations mimicking a carcinoma. Clinicians must be aware of this diagnosis in order to avoid offering their patients radical treatment for a non-malignant disease. We also highlight the frequent problem of multiple recurrences of this disease, which are normally treated with wider excision, and describe a non-operative approach as a treatment option in recurrent fibromatosis. report of three cases in a Jordanian family. Cancer 1969; 24:786-95 9 Kalisher L, Long JA, Peyster RG. Extra-abdominal desmoid of the axillary tail mimicking breast carcinoma. 
CASE HISTORY
A 72-year-old widow complained of seeing visions 5-6 nights per week on falling asleep. At the age of 28 she had had a road traffic accident, sustaining a closed head injury with momentary loss of consciousness; 10 min later she experienced her first vision of a person. There was a further head injury 3 months later. The first of five brief psychiatric admissions occurred 6 months after the road traffic accident and schizophrenia was diagnosed when the patient was 34 years old. The psychiatric episodes were of acute onset with perplexity, 'incongruous emotional responses', 'confused and disordered talk' and 'capricious impulsive behaviour'. The patient recalled that several of the episodes were accompanied by visions. Rapid resolution of her symptoms occurred with antipsychotic medication.
The patient had remained well on antipsychotic medication (trifluoperazine 5 mg twice daily) for 26 years except for an admission to hospital in 1977 after her medication had been stopped by her general practitioner. During this admission in 1977 perseveration of speech, disorientation and perplexity with fleeting paranoid ideas were noted. In addition, there were oblique comments suggestive of disorder of thought control. From her own account, the patient felt confused and described her 'brain going right back into the past' to recall scenes from the war. Uncharacteristically, she missed her stop on the underground as she travelled home from work.
This woman had a steady work record until retirement and continued to be active socially. Her physical health was good apart from one episode of biliary colic secondary to gallstones. There was no family history of psychiatric illness. A brother had a fit whilst a baby but otherwise there was no family history of epilepsy.
She complained of a variety of detailed visions of people and, less commonly, animals when waking as she was falling asleep. The visions, always in black and white, disappeared within seconds and did not involve any other sensory modality. Although momentarily alarmed by the experience, invariably the patient quickly realized that the visions were not real. These hypnagogic hallucinations had started gradually 30 years previously when she was 42 years old, becoming more frequent and alarming over the 10 years since her husband's death.
